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even be a little softened, but not to a degree comparable with the
conditions during pregnancy.
An early pregnancy, which has terminated as a carneous mole or
missed abortion, may closely simulate a submucous myoma. The
organ is enlarged, rounded, and firm, and the associated irregular
uterine bleeding may lead to an error in diagnosis. In cases of doubt
therefore it is always advisable to explore the uterine cavity under
anaesthesia, after dilatation of the cervix, before resorting to any
serious surgical procedure. A uterine souffle is not uncommonly audible
over a large interstitial uterine fibroid, very similar to that heard over
the pregnant uterus. Ovarian tumours are commonly dumb on ausculta-
tion.
Cervical and retroperitoneal fibroids may be recognized by their
immobility and the displacement of adjacent viscera which they produce.
Cervical growths may almost fill the pelvic cavity but rarely extend
higher or as high as the umbilicus. The body of the uterus can
commonly be palpated on the summit of the abdominal tumour, and
care must be taken to identify it as such and not to mistake it for
a small subperitoneal fibroid. With both retroperitoneal and cervical
fibroids some difficulty may occur in recognizing and locating the
vaginal cervix, as the cervix is often pulled upwards and forwards
behind or even above the pubes. The anterior vaginal wall is corre-
spondingly flattened and lengthened. Menstruation is not affected by
the presence of cervical or retroperitoneal fibroids. The symptoms
which cause the patient to seek advice are associated with the mechanical
dislocation of adjacent viscera, for example retention of urine and
increasing constipation.
Although the nature of an abdomino-pelvic or pelvic tumour may
be suspected, the exact diagnosis of a uterine fibromyoma can only
be made by expert microscopical examination after its removal. For
example, an adenomyoma produces identical physical signs, and its
precise nature may be evident only when it is examined on section. In
the same way the various degenerations to which fibroids are subject
may be anticipated from a consideration of the symptoms, but definite
proof can only be supplied after removal.
The diagnosis of intrapelvic uterine fibroids depends in great measure
upon the care with which a bimanual examination is conducted and
the interpretation of the physical signs. A submucous or interstitial
fibroid produces nothing more than uniform enlargement of the uterus
which must be distinguished from such conditions as molar pregnancy,
chronic subinvolution, diffuse uterine fibrosis, and carcinoma of the
corpus uteri. Exploration of the uterine cavity under anaesthesia by
means of the gloved finger, uterine sound, or diagnostic curettage may
be the only means of reaching a diagnosis. A subperitoneal fibroid
situated in the recto-uterine fossa (pouch of Douglas) or in one of
the postero-lateral quadrants of the pelvic cavity can be recognized
by its physical characters and its relation to the uterus. These should